Quality problem or issue: Healthcare is complex and we know that evidence takes nearly 20 years to find its way into clinical practice. Initial assessment: The slow process of translating research points to the need for effective translational research models to ensure patient care quality and safety are not compromised by such an epistemic failure. Choice of solution: Our model to achieve reasonably rapid and enduring improvements to clinical care draws on that developed and promulgated by the Institute for Healthcare Improvement in the United States of America model as well as that developed by the Johns Hopkins Quality and Safety Group known as the Translating Research into Practice implementation model. Implementation: The core principle of our hybrid model was to engage those most likely to be affected by the changes being introduced through a series of face-to-face and web-enabled meetings that act both as drivers of information but also as a means of engaging all stakeholders across the healthcare system involved in the change towards their pre-established goals. Evaluation: The model was piloted on the focused topic of the management of inadvertent perioperative hypothermia across nine hospitals within Australia (four sites in Victoria, three sites in New South Wales and two sites in Queensland). Improvement in management of hypothermia in these patients was achieved and sustained over time.
Introduction
The translation of scientific evidence for practice is called translational research or implementation research [1] with investment towards translation reaching into the billions [2] . The process of transferring knowledge to practice is not new and has been used in mental health [3, 4] and other health areas. Indeed, the ways in which scientific and research-based knowledge is generated and then how it is transmitted into actual clinical care has long been fraught with difficulty and especially so since the enormous explosion in healthcare scientific knowledge since the mid-20th century. Of course, the rise of evidence-based medicine and healthcare has championed the cause of evidence translation through the development of initiatives such as the Cochrane Collaboration which acts as a clearing house for the proliferation of health research. The guidelines and protocols the Cochrane Collaboration produces for ensuring the research evidence is acted on by clinicians continue to generate much activity, and increasingly, controversy. Merely producing a guideline, however, is not anywhere near enough to influence clinical practice as clinicians have their own, hard-won and firmly held ideas about what works in practice. Convincing clinicians of the need to change their practice on the basis of someone else's 'science' is where the really hard work of improving practice begins.
That said, such a reality should not deter any of us from attempting to do so and in what follows, we define and describe a model for improving clinical practice that operates on the assumption that when healthcare workers can understand the rationale for the need to change for the better, and when they are given the appropriate tools (education, training and related resources) to undertake effective change, then by engaging them in the change process from the frontline and beyond, is more likely than not to result in the desired improvement because those most affected by it have control over the way change is implemented and sustained.
Healthcare collaboratives: a multidisciplinary shared governance process for implementing effective and enduring improvements Healthcare collaboratives are an increasingly popular method for implementing evidence into practice and have been on the healthcare horizon for the last 20 years or so [5] [6] [7] . The method integrates academic research findings with industry quality improvement methods, bringing together multidisciplinary teams for short periods of time to work on specific problems. This work occurs 'in the real world' for the purpose of context-driven knowledge creation for evidence implementation [8] . The method-first championed by the USA Institute for Healthcare Improvement (IHI) [9] -has now been used with an estimated 2000 teams from over 1000 healthcare organizations [10] . It is based on the premise that healthcare has become too complex for large scale, uniform approaches that exclude frontline clinicians and consumers. However, current research into healthcare collaboratives has been criticized for emphasizing effectiveness (whether it worked or did not work) rather than how collaboratives did or did not work, and how they might be improved [5] .
The aim of this article is to describe a model developed for implementing evidence for healthcare improvement within a multisite, multi-state, multi-sector organization in Australia. The model was developed using the conceptual framework of models put forward through the IHI Breakthrough College Series and the Johns Hopkins quality and safety research group's Translating Evidence into Practice (TRiP) model [11] . The TRiP model has been used internationally in a number of successful implementation studies including the landmark Michigan ICU central line study [12] . The TRiP model consists of four stages: develop the care bundle using evidence, identify local barriers to implementation, measure baseline performance and implement the care bundle.
The healthcare improvement collaborative model
The development of a model for the implementation of evidence into practice in healthcare is challenging in terms of decisions about terminology (delineating definitions), the identification of theories that relate to the subject matter and the recognition of the important connection between evidence and practice within organizational environments. Making the spread and dissemination of evidence more likely to occur, the development of a model for healthcare improvement using available evidence needs to also take into consideration the policy activities of the participating site and the mobilization of frontline staff within the process. In alignment with the TRiP model we kept a focus on systems as opposed to discrete episodes of care; engagement of local multidisciplinary teams to take ownership implementing evidence into practice; a centralized support team in the form of the collaboratives leaders; encouraging flexible implementation of the healthcare improvement to suit local conditions and through all this activity, the development of a culture of collaboration amongst people who previously may never had the opportunity to work together to solve a mutually agreed problem [13] . The IHI model for Healthcare Improvement similarly consists of these elements, to assist organizations to close the knowledge gap towards making improvements and operate as learning systems that bring together teams of relevant and appropriate healthcare professionals from hospitals to seek improvements in a focused area.
The Healthcare Improvement Collaborative Model (HICM) comprises of frontline staff engagement and local topic selection (Fig. 1) . These two points of difference to the IHI model are important since staff generate their own priorities (topic selection) and can focus attention to specific improvement foci that is particular to the site. Teams are engaged in both formal and informal environments to maximize connection between teams. This connection phase in this Australian model is essential to bring together teams focussed on sharing ideas, and on resources, when they would otherwise have worked in a silo-like manner. The generation of local topic focus within a formally and informally connected space optimizes the potential for teams to develop their own initiatives suited to their local needs to improve the topic area and then share this with the broader group. For instance, a privately funded organization when compared to a publicly funded healthcare facility, will have distinct differences in terms of policy, resources and processes. The HICM consists of topic selection, recruitment of expert advisors, connection period, action period and team support.
Recruitment of expert advisors
Collaborative champions were recruited at each of the participating sites (approximately five per site) to drive the activity and hold the teams accountable for the implementation of the interventions. Recruitment of expert advisor local champions was facilitated through the healthcare improvement collaborative leaders, where expressions of interest to be involved in an implementation research collaborative is communicated to staff.
Connection period
The connection phase of the model relates to connecting geographical and/or culturally diverse organizations and teams. Connecting in this model relates to more than connecting people in spaces where they can work together, it includes connecting clinical practice to the science progress. In the example provided in this article of the early successes of the model, the connection phase was initiated and therefore achieved through facilitation of face-to-face workshops for formal connecting, and by providing an informal opportunity to connect to ensure group bonding (i.e. attending a team dinner). Once the key stakeholder collaborators were in the workshop space, the facilitation of connection of members to scientific progress within the clinical practice domain (on the topic of choice) is undertaken. Here, best practice guidelines, standards and/or care bundles are discussed amongst the teams. Ongoing informal connecting takes place at each of the sites through activities such as the monthly collection of data to track the progress of the implementation. Formal connecting is enabled through monthly teleconferences (for a period of 12 months) as well as two formal workshops as depicted in Fig. 1 . Together these activities enables the development much greater levels of social capital that in turn helped bond the teams and encourage them in their improvement efforts.
Action period
The action period of the model comprises the workshops and the ongoing connecting required throughout the implementation period.
Ongoing connecting occurred through weekly meetings held via telephone conferencing for the duration of the implementation phase of the pilot. This part of the model is highly pragmatic and very much akin to the action research methodology whereby teams of actors congregate to discuss the nature of the problems facing them, collectively develop strategies to overcome them, actually pilot the changes planned and then re-convene to discuss the effectiveness or otherwise, of the interventions.
Team support
A pivotal element in the success of the application of the model is the ability to provide consistent and timely support for teams through the vehicle of the regular teleconferences and other less formal means such 'as necessary' phone conversations and within and between team meeting at the participating sites. The overall research collaborative leaders also need to ensure a dynamic and timely communication style, frequently meeting to troubleshoot and discuss the progress of the collaborative across all sites involved.
Early success of implementation of the model-the pilot study
The HICM was developed and piloted from 2012 to 2016 for the focused topic of the management of inadvertent perioperative hypothermia across nine hospitals within Australia (four sites in Victoria, three sites in New South Wales [NSW] and two sites in Queensland [QLD]) ( Table 1) .
The pilot study focused on hypothermia in surgical patients, where the topic was chosen due to the prevalence of the problem and the researcher's existing networks with acute and sub-acute hospitals around Australia. The participating sites for the implementation of the HICM were nine of Australia's 'largest not-for-profit private hospitals and public hospitals in the Eastern Australian States of New South Wales, Victoria and Queensland'.
Perioperative inadvertent hypothermia is a common, yet widely under-acknowledged adverse perioperative event which considerably increases the risk of serious complications. There is strong evidence that mild intraoperative hypothermia quadruples the risk of surgical site infection, doubles the risk of perioperative myocardial events and significantly increases surgical blood loss [14] . An initial audit of general surgical patients at selected sites within the cohort (comprising six of the total sites, which comprised 38 operating rooms in Melbourne and 11 operating rooms in Sydney representing a total number of 60 000 + 19 000 Sydney cases per year) identified an incidence of perioperative hypothermia of 32% and poor compliance with recommended practice. It was found that 45% of intraoperative patients and 77% of postoperative patients at-risk of hypothermia did not receive active warming as indicated [15] . Following the Healthcare Collaborative significant improvements in the management of perioperative inadvertent hypothermia were found. To summarize, we found that there were significant improvements in the percentage of patients with their risk of hypothermia assessed; with their temperature appropriately monitored; and who received active warming when necessary. A full report of the methods and outcomes of the Collaborative will be published separately. Initially change champions were identified and project leads were established at each site. Connection of the teams followed where members (~45 members) were transported between each state (Victoria, NSW and QLD) spanning a geographic area of~1543 km (959 miles). Industry support for the connection phase of the model was sought and received to fund air flights and accommodation expenses for the face-to-face connection stage. This 'connection stage' was important since these colleagues who are working for the same nationwide organization had never met or interacted on this level before. All collaborative members had attended two face-toface workshops where they were trained in methods for translating evidence into practice, a skill few had been exposed to before.
Prior to the connection stage a care bundle was developed (congruent with the TRiP approach) for the topic in focus. A full description of the care bundle and development method have been published [16] . The topic was developed by local staff due to local need. Once the key stakeholder champions assessed and mitigated identified barriers to the implementation of the care bundle which was undertaken in the workshop space, the teams returned to their sites and undertook monthly snap shot audits tracking progress of the changes implemented. An important achievement as an early success was the capacity building of frontline staff with regards to quality improvement initiatives. It became apparent that while all clinical staff are expected to engage in improvement activities within the scope of their practice, few have been offered training or skills development in improvement within healthcare. Staff received training and mentoring with regards to these skills in an ongoing way throughout the duration of the collaboration (18 months). Dissemination and ongoing research evaluation of the model is also a significant early success where frontline staff have had the opportunity to be involved in realtime research and develop skills in research dissemination related to the implementation of evidence for improvement [15] . This deviation from the original IHI model is significant as staff are further engaged in leading healthcare change on a global level that they would otherwise not be engaged. As a result staff have been involved in conference presentations, peer reviewed publications and the team has received a national award (in 2016) and listed as a finalist in a second national award for team work. The pilot using the model spanned nine facilities across a large country with considerable time invested in the project by stakeholders. The approximate costs associated with such an undertaking included the time of the five site champions to attend a 2-day workshop, weekly ½-h meetings (via telephone conference), and weekly tracking audits (five per week) to establish that the practice change was occurring. In this example costs of coordinating the Collaborative also involved a dedicated study coordinator position. Funding was sought and received by the research team to employ a Collaboratives coordinator (FTE) and provide for flights and accommodation in the connecting phase. The most significant cost was for the Collaboratives coordinator role. Participating sites provided in kind support of ensuring staff attendance to required meetings.
Conclusions and implications
The HICM advances the notion that successful change (which includes capacity building and dissemination of findings with the ongoing evaluation elements that work and those that do not) can be replicated and expanded. This nurse led intervention is unique within the nursing profession whereby multidisciplinary teams have been mobilized by nurses to exact health improvement change using an implementation research approach and impacting on a national level involving multiple disciplines across a large geographical area. Future topics are poised to be undertaken towards 2020 enhancing nursing professionally and healthcare outcomes for patients generally.
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